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India and Jordan:
A Health Policy Comparative Analysis
MILLER RICHMOND
University of Mississippi
Jordan and India are in many ways stark
contrasts of each other. While both are
developing countries, the former is a
constitutional monarchy with a limited yet
relatively wealthy economy and urbancentered population base. The latter is a
federal republic with one of the fastest
growing economies in the world, but it is a
place where the large majority of residents
live in poor, rural areas. These two
countries also have large epidemiological
differences. The disease burden of India is
based on both communicable diseases and
chronic diseases, while Jordan is
transitioning to an epidemiological profile
more similar to developed countries—
struggling with increasing cases of lifestyle
and genetic diseases such as diabetes, heart
disease, and obesity. (India, Jordan World
Health Organization (WHO) statistical
profile 2015) While this comparison is not
perfect, it is oftentimes imperfect
comparisons of imperfect health systems
that glean the most meaningful insights.
Ideally, a comparison including Singapore,
France, or another highly-touted health
system would be done; however, in
actuality, India and Jordan suffer from
fractured health systems that cannot be
compared to many of the usual role models
for health systems. Both countries have a
system that struggles with preventative
medicine and the treatment of chronic
diseases, possibly due to the private/ public
separation. Jordan is easily seen as an
example of a middle-income country that
has overcome the communicable disease
burden that plagues many countries, but

India is failing in this regard, and this
imperfect comparison is focused on not only
lessening the communicable disease burden
in India, but also preparing and reacting to
the shared increase of chronic disease in
both countries.
Throughout this comparative
analysis, I will utilize the table below in
order to investigate both countries
thoroughly. It is important to note that the
comparisons made here are done relative to
each other, and the large size difference
between the two countries always should be
considered, but there are many health policy
recommendations that transcend both
geography and population size. In addition,
there are many public health lessons for
each country to learn from the other, as
India’s economy booms and Jordan’s
population increases with the influx of
refugees. As Reddy, et al., 2011
emphasized in their investigation of Indian
healthcare, India’s leading economic status
has been unable to translate into “tangible
improvements in the health of the nation,”
especially with regards to health equity. (p.
761) Contrastingly, Jordan has never
experienced even a fraction of India’s
incredible economic growth; however,
Jordan did experience increased population
growth, and the government successfully led
the healthcare sector into a regionally
leading position.
In order to make an organized, effective
policy comparison, the “Building Blocks to
Better Health Systems” framework from the
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Population (Thousands)
Population under 15 (%)
Median Age (years)
GDP (2014, USD$)*
Gov’t expenditure on health/per capita**($)
Out-of-Pocket spending on health/per household** ($)
Population living in urban areas (%)
Fertility Rate (per woman)
Birth registration (%)
Cause-of-death registration coverage (%)
World Bank Income classification
Under-five mortality rate (per 1000 live births)
Death due to TB (per 100,000)
DTP3 immunization among 1-year-olds (%)
Births attended by skilled health personnel (%)
Per-capita total expenditure on health (US$)
Population using improved sanitation facilities (%)
Obesity (Male) (Aged 20+)
Obesity (Female) (Aged 20+)
Percent of children’s deaths from: Congenital Anomalies
(under 5)
Percent of children’s deaths from: Diarrhea (under 5)
Percentage of deaths from self-harm (%)
Percentage of deaths from Road injury(%)
Probability of dying before age 15, all causes (%)
Physicians/1000 population*
Hospital beds/1000 population*
Compiled from WHO health profile by country 2015, CIA
Factbook 2015 (*), WHO, 2013. (**)

WHO will be used. (WHO 2007 p. 14) The
six blocks are: service delivery, health
workforce, information, medical products,
vaccines & technologies, financing, and
leadership and governance. These six
categories are not inclusive of all possible
variables that may impact a health system,
nor do they allow for the inspection of a
beginning with leadership and governance.
Table 1:
India’s government has a
monumental task. With over 15 official
languages, 1.2 billion people, and numerous
religious and ethnic groups, the government
must do everything on a massive scale,
which is why the investigation of their

India
1252140
29
26
1.05 trillion
17
30
32
2.5
84
8
Lower middle
53
19
70
67
59
37
1.3
2.5
7

Jordan
7274
34
23
35.77 billion
185
71
83
3.2
99
65
Upper middle
19
0.49
99
100
390
99
27.3
41.7
23

10
2.6
2.4
22 (male and
female)
0.7
0.7

4
<2
5.5
9 (male)
8(female)
2.56
1.8

country’s health system as a fluid actor in
the world’s health system as a whole. We
know that health systems are not static, but
in order to create the most meaningful
analysis, these six categories successfully
outline the most important factors in a health
system. Thus, this single framework
composed of six interworking parts will be
used to compare Jordan and India,

governmental policies is so important.
(CIA, 2015) Every small change in health
policy in India affects the daily lives of
nearly a fifth of the world’s population. In
India, the majority of the responsibility of
public health governance falls on the states,
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with the central government (Ministry of
Health) providing national laws, guidelines,
and licensing procedures. This model is
largely decentralized, with each state having
its own, smaller Ministry of Health that
coordinates statewide public health
financing, delivery, and administration.
(Fried and Gaydos 2012 p.235-36) When
India’s national health policy was first being
developed, the political powers did not see
health as an “essential component of human
development.” This has led to a large private
medical sector, high out-of-pocket costs,
low funding, and little regulation of public
centers. Recently, the government has
begun to adhere to the aforementioned
building blocks recommendations by
creating an elaborate national insurance
program and increasing health funding.
(WHO 2007) However, the slight
improvement of the governing structure has
not translated into better health outcomes,
nor is the health spending per capita
sufficient for a viable health system.
(Reddy, et al., 2011 p.761) Currently, the
national health system’s three main
strategies are: “private sector resources for
addressing public health goals; liberalizing
the insurance sector to provide new avenues
for health financing, and redefining the role
of the state from being only a provider to
being a financier of health services.” (Fried
and Gaydos 2012 p.235)
The Jordanian policies and structure
are very similar in some ways to India; for
example, the health policies of Jordan are
centrally planned, but the enactment of these
plans is oftentimes left up to the central
MOH, unlike in India. Similar to India
where private care has been encouraged to
cover the gaps in public services, Jordan has
undergone a “passive privatization,” defined
as “unregulated expansion of private
services by Muschell (1995 p. 37), of its
health care system as a response to high
costs and overcrowding in the public sector.

This is extremely dangerous to the equity of
both health systems. (Jabbour 407) Private
care is only equitable when strictly regulated
in terms of cost and quality, and the current
regulatory mechanisms of the two countries
have quickly outpaced the population. Thus,
both countries are left with two options.
Enact strict regulations upon the private
sector, which is difficult ex post facto, to
encourage “active privatization” (regulated
and planned expansion of private services)
or they must fully fund and support public
healthcare throughout the country in order to
increase quality and equity while reducing
long lines for service. (Muschell 1995, p.
39)
The services, public or private, must
take into account equity of access, with the
goal to encourage preventative care as the
chronic disease burden of both countries
increases. It is very important that India and
Jordan place preventative care at the
forefront of all medical education
curriculum, health system interactions, and
community outreach programs.
A governance lesson that India could
learn from Jordan relates to Jordan’s
establishment of a “higher level health
committee which involved other concerned
ministries and the non-state health sector.”
(Jabbour 369) In addition to including other
ministries of the government and reminding
them of the importance of healthcare
(especially with funding), this committee
allows civil society organizations of
healthcare professionals and researchers to
collaborate with policy makers to make a
more efficient and effective health system.
While also raising the profile of public
health in India, a diverse committee would
also improve the equity in the health system,
as more diverse people would be included in
the planning stages of the national health
policy. (Reddy, et al., 2011 p.761) Both
countries must encourage gender equity and
early childhood development in their care.
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India should also focus on immunization and
maternal care, as the statistics in Table 1
show the large number of children who lose
their lives from preventable diseases in India
is unacceptable. Another example of
successful leadership in Jordan is that 99%
of the population as access to sanitation
facilities, even in a water scarce country.
India must ensure adequate access to
sanitation in order to reduce the deaths from
diarrhea and other preventable illnesses. As
Jordan’s population expands indefinitely and
India’s economy booms, both governments
have the crucial task of guiding their
citizenry through a time of great change. It
will be the government’s task to enact
policies that are successful in increasing
access and accessibility equity, while also
maintaining enough flexibility to handle the
changing demographics of its country. In
addition to the citizenry of both countries,
the global policy community will also
benefit greatly from successful policies and
leadership in this time of transition.
The financial situation of India’s
healthcare system is desperate for help. As
can be seen in Table 1, the citizenry spends
much more on out-of-pocket expenditures
per household than the government spends
on each citizen. For comparison, Jordan’s
out-of-pocket expenditures per household is
nearly a third of the government spending
per capita, which is still slightly too much
according to the WHO. Additionally, 67
percent of health expenditure was privately
funded in India. India must find a way to
reverse these numbers as their population
continues to grow, and they have recently
tried to fix the financial situation with a
plethora of insurance schemes. India has
private, employer-based, NGO, communitybased, and governmental health insurance
schemes, but it is estimated that utilization
of insurance of any kind in India is very low.
(Fried & Gaydos, 2012 p.238-240) Most
recently, the government attempted to

release a large, public health insurance
scheme (RSBY) for families below the
poverty line. This insurance scheme gave
enrollees more access to private hospitals.
In fact, it encouraged the use of private care,
and the India government openly admitted
that they were attempting to reach public
health goals by utilizing private care.
Instead of improving public care, it
encouraged more people to use private care
that was unregulated in terms of access and
quality control. (Sodhi & Rabbani, 2014 p.
26) Additionally, the program was unable to
lower out-of-pocket expenditures on
healthcare services. A few years after
RSBY was initiated, a report stated that 85%
of insured households had out-of-pocket
(OOP) expenses. (Sodhi & Rabbani, 2014 p.
27)
While Jordan’s healthcare financing
does a much better job of spreading equity
through well-funded and trusted public
clinics and hospitals, but it is not perfect.
Jordan’s OOP spending per-household is
much higher than India’s. (Table 1)
Although some of this gap can be attributed
to health services being more accessible and
extensive in Jordan, it shows a serious
problem in insurance coverage in the
country. In order to lower OOP costs, both
India and Jordan must fully fund public
institutions and encourage utilization of the
public system. With regards to insurance,
both countries must consolidate the many
insurance programs that exist in order to
offer universal coverage to citizens. By no
means is this a simple task, but at the very
least, both countries should offer a free or
low-cost catastrophic insurance plan. For
example, a community-based catastrophic
insurance in Gujarat, India was proven to be
successful by Ransom (2002) when national
schemes are simply impossible.
Unfortunately, this plan would not
encourage people to seek out preventative
care as a comprehensive insurance plan
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would, but it would prevent the life-altering
debt that many citizens face in both
countries when diagnosed with a lifethreatening illness. (Xu et., al 2003 p. 115)
Similarly, the Jordanian government has
implemented something vaguely similar
with a policy that allows for people with
chronic illness (anemia, AIDS, cancer) to
receive free treatment. (Jabbour Web
Appendix) India would do well to follow
suit as the country’s health system
(hopefully) becomes more developed and
allows for better diagnosis and management
of chronic diseases among the poor
population. Although it should be admitted
that financing is not the magic solution to all
of India and Jordan’s healthcare problems, a
combination of effective governance with
adequate financing forms a strong
foundation for the following building blocks
to flourish.
When comparing healthcare
workforces, it is important to note that while
more well-trained workers are always
needed, this does not mean that both
countries need more of the same type of
workers. The differences in geography and
development contribute to the differences in
needs. While Jordan is quite urban, India is
very rural. (More than 70% rural according
to Balarajan, 2011) Likewise, India may
need more community health workers and
outreach personnel in rural areas where there
are not enough patients to constitute a full
clinic. Also, Jordan’s epidemiological
profile tends to focus on non-communicable
diseases, while India still struggles with
communicable diseases. This difference
requires different specializations and
structuring of the healthcare workforce.
With less than one physician per
1000 people in India, it is obvious that India
needs more adequately trained physicians.
According to Balarajan (2011), the poor are
much more likely to visit poorly trained
physicians, where some studies have

recorded that up to 40% do not have a
medical degree. A properly implemented
regulation framework for all workers is
desperately needed, especially when looking
at the workforce from an equity perspective.
(Jabbour 389) Both Jordan and India possess
a burgeoning medical tourism sector due to
well-trained physicians, but the vast
inequalities in Indian physician training
forces one to question whether the tourism is
exacerbating the problem. While the
tourism brings revenue to India’s health
system, it is important to question the merits
of a system that produces affordable, worldclass healthcare for foreigners but leaves
much of the population untreated. (Jadhav,
Yeravdekar & Kulkarni, 2014)
Unlike India, Jordan has adequate
health worker density, and many workers
are some of the best trained in the region.
However, Jordan also struggles with the
implementation of regulatory processes and
patients’ rights. Both countries should create
an autonomous regulatory commission for
all health workers. While Jordan would be
the leader in the region, India could look to
Singapore for guidance in this area, where
all sectors are tightly regulated in terms of
quality control and patient access.
(Singapore MOH 2016) Additionally, both
countries must enact programs with three
main goals. First, each country must create
an incentive-based program to encourage
physicians to move to rural areas where
underserved populations reside, especially in
India where many health centers that have a
physician “on paper,” simply do not have a
physician when researchers come to the
clinic. (Peters, Kohli, Mascarenhas, & Rao
2006 p. 440) Second, they should train more
community health workers to educate the
population on a healthy lifestyle and connect
patients with health resources in remote
areas. (WHO 2010 p. 29) This program
should also assist workers in furthering their
career in healthcare fields, in hopes that they
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will become nurses and doctors in their
respective communities. Finally, diversity
must be promoted in the workforce with a
focus on gender balance. Incentives should
be put in place encouraging traditionally
underrepresented groups in medicine to join
the workforce. This will increase the equity
of care by allowing the patients to relate
better to their care providers and vice-versa.
Overall, both countries must adopt training
procedures based on the social determinants
of health while increasing number, diversity,
and distribution of their healthcare
workforce and encouraging them to adopt a
focus on public health.
With regards to medicine, both
countries have a well-respected
pharmaceutical industry that must be
utilized in order to increase equity of access.
Hand-in-hand with this increase in usage
comes the need for increased regulation and
quality assurance centers in order to monitor
the medicine. Access to cheaper, quality
generics is much easier in these countries
than most others, and generic usage must be
promoted in order to decrease OOP
medicine payments. With regards to
patented drugs, both countries would benefit
from central procurement of medicine
instead of fragmented purchasing policies
that weaken bargaining power. Jordan has
attempted this in the past, but it should
expand this policy by partnering with NGOs
and regional countries. (Jabbour, 2011. p.
417) Additionally, with the increasing
privatization of both systems, the purchase
of medical equipment must be closely
watched in order to ensure rational use.
Just like previous building blocks, India has
continually struggled with unequal access to
essential medicines, both financially and
physically. While Jordan does not have this
problem to the same extent, the Ministry of
Health in both countries must promote
rational use of medicines among physicians,
while encouraging patients to adhere to the

treatment plans that physicians prescribe.
Similarly, there are struggles that every
country must face in relation to medicine:
the National Essential Medicines List must
always be updated, polypharmacy (defined
by Hajjar, et al, as: “the use of multiple
medications and/or the administration of
more medications than are clinically
indicated, representing unnecessary drug
use” (p. 345 2007)) must be reduced through
education, and antibiotic use should be
limited to only necessary cases. Most of
these issues could be alleviated through the
establishment of a computer-based health
records system for the entire country. While
expensive and difficult, the long-term
healthcare plan for all countries should
include this. As countries develop
technologically, so should their health
systems. Broadly speaking, improving the
access to medicines for both countries relies
on implementing the same policies, but
India has a longer road ahead of it as it
improves its healthcare system.
Service delivery is one of the most
crucial building blocks, and the quality and
accessibility of the service is largely
dependent on the successful implementation
of the aforementioned building blocks.
However, there are certain points of service
delivery that have yet to be addressed in this
paper. The issues regarding inequality in
accessibility, coverage and quality prevail in
India, and to a lesser degree, Jordan. In
Jordan, the wait times may be long at clinics
(especially since the refugee crisis began),
but most people only take about 30 minutes
to travel to the clinic, showing, at the least, a
geographically organized system of primary
services. (Ajlouni 2011, p.22) In contrast,
India’s system is not as organized, with the
private/public divide being more defined. In
order to become more organized, the Indian
government must implement a computerized
system. Not only will this allow for more
streamlined services, but it will also allow
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for more data collection and research to be
done, which is desperately needed in both
Jordan and India. Oftentimes, the data from
both countries is from the 1990s or focused
on small sample sizes, which makes it
difficult for the governing body to make
effective decisions. As can be seen in Table
1, India must also increase the number of
professionals attending births, as well as
increase the number of immunizations.
Extending the coverage to more service
areas will likely correct this issue. Next,
India must also strive to register all
healthcare providers and hold them
accountable for their actions. This will allow
the Ministry of Health to more effectively
assign its’ resources across the country.
Lastly, both countries should improve the
extent to which their services are centered
around the patient. The healthcare
professional cannot forget that a wellinformed, comfortable patient will be more
likely to follow the treatment as well as
return for preventative care.
The continued development—
although at different levels—of both

countries will be key to improving each
health system. However, it is important that
the respective governments and the
international community believe that health
is a human right, and they must hold each
other accountable by spurring investment in
a sustainable and equitable public health
system. It is also important to note that
there are many public health laws that the
public can lobby for. For example, Jordan
has a high automobile death rate. Simple,
effective public health legislation is needed
to keep the public safe in many other areas.
Additionally, financial inequality among the
citizenry, i.e. the caste system in India,
should not be an excuse that healthcare
inequality hides behind. Instead, equitable,
universal healthcare should be used as a
route to bring people out of poverty.
Although India and Jordan face different
barriers, the building blocks for a successful
health system are the same. I am looking
forward to watching both countries use these
building blocks to overcome large
challenges in the 21st century.
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